72 Mummery: Cecunm and Colon removed in, A'ido-intoxication the patient said she had lost half a pint at one time. The patient was markedly anaemic, and her general health had suffered to some extent, the menses being very scanty for some time. For three months before I saw her she had had pain before and after defeecation. On examination the mucous membrane of the rectum was found to be granular and spongy, and bled readily. She was given zinc sulphate cataphoresis on eight occasions, 40 m.a. for ten minutes, and left the hospital with the mucous membrane in a normal condition and the bleeding stopped. She returned three months later for further treatment as the bleeding had recurred, and is now receiving treatment every month by ionization.
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Entire Coecum and Colon removed by Operation in a Case of very Severe Auto-intoxication. By P. LOCKHART MUMMERY, F.R.C.S. THE patient was a lady, aged 39. The specimen was 3' ft. long,. and the bowel nearly 31 in. in diameter. Microscopical sections were shown of sections through the bowel wall at various levels. These showed atrophy of all muscular fibres and deficiency in the elastic coat, but no changes in the mucosa. X-ray photographs showing the result of a test bismuth meal and bismuth enema before operation were also exhibited.
DISCUSSION.
Mr. HAMILTON DRUMMOND said he was interested to hear what Mr. Mummery had observed in his case of ileo-colostomy after a bismuth meal.
He gathered from what Mr. Mummery had said that the lower end of the ileum had not been divided across, merely a lateral anastomosis being made. During the previous six months he had had an opportunity of observing seven cases under the care of Professor Rutherford Morison of ileo-colostomy (done by Lane's method, the lower end of the ileum being divided), and after a meal of bismuth or barium there was a regurgitant flow back to the ceecum in six out of the seven cases.
Mr. GORDON WATSON remarked that the method of performing ileosigmoidostomy was one of some importance. If the small bowel was not divided beyond the anastomosis a two-way current always resulted. In cases of carcinoma involving the large bowel and producing obstruction, it was a common practice to short-circuit the ileum and sigmoid, but if the ileum was not divided beyond the short circuit obstruction might 'not be permanently relieved. He had performed ileo-sigmoidostomy without livisiont of the ileum for obstruction due to carcinoma of the splenic flexure with temporary relief of the obstruction, but about a week later acute symptoms returned, followed by rupture of the ccum. It was important to realize in these cases that the ileoca-cal valve still permitted the flow of faeces into the ctecum which, as the result of obstruction beyond, had now become a cul-de-sac, but did not permit any backward flow. Hence the great danger of over-distension and rupture of the ceecum arose if the ileum was not cut off from the caecum.
Mr. DOUGLAS DREW did not consider a lateral anastomosis between the ileum and sigmoid as satisfactory as implanting the ileum into the sigmoid, as with the former operation the contents of the bowel were not entirely diverted. He had performed ileo-sigmoidostomy in several cases, but had not met with any serious trouble from backflow and distension of the colon. In one case there liad been some slight and intermittent distension of the colon for some weeks after the operation, which was relieved by enemata, and this condition tended to recur at the present time if the bowels were allowed to become constipated. In all the cases he had operated on there still remained a slight tendency to constipation, although the implantation had been made low down in the sigmoid. Mr. Drew thought that the cases in which it was necessary oradvisable to excise the colon must be very infrequent. If he met with distension from backflow into the colon he intended to divide the colon above the ileosigmoidostomy, and to close the lower end and establish a mucous fistula by fixing the upper end of the colon in the abdominal wound. It should not be forgotten that removal of the colon, even if successful-and the mortality was high-did not always 'end the patient's troubles, as it appeared that in a considerable number intestinal obstruction subsequently developed.
Mr. LOCKHART MUMMERY also showed a hypeqplastic tuberculastricture removed fromn the sigmnoid flexure in a lady, aged 27. Parts shown were resected. The patient made a good recovery and hadc remained well since, a period of nearly three years.
